, and the distribution of types of anaesthesia used by the surgeon over the two-year period of the study is shown in Figure 1 .
A recent editorial' advocated the use of subconjunctival infiltration in preference to retrobulbar injection for local anaesthesia in cataract extraction. The well recognised risks of retrobulbar injection include a 1% to 3% risk of retrobulbar haemorrhage,2 perforation of the globe,3 embolism of the central retinal artery,2 and injection into the subarachnoid space. 4 Cardiac arrest, respiratory arrest, and seizures have been reported following retrobulbar injection. 7 Figure 1 . Patients and methods Two groups, each of 50 Caucasian patients, are reported on. There were no significant differences in mean age (Table I) or male/female ratio between the two groups.
Patients in the retrobulbar group had topical benoxinate (Minims), an O'Brien facial block (supplemented when necessary with a van Lint procedure), and a retrobulbar injection (1 5-2 ml) through the lower lid with the eye in downgaze after puncture ofthe rectus cone. Patients in the non-retrobulbar group had a similar facial nerve and topical block. With the eye in downgaze and the upper lid retracted by the surgeon's thumb, a 23 gauge needle was used to infiltrate under the superior bulbar conjunctiva (approximately 1 ml), raising a bleb that extends from the superior limbus to beyond the insertion of the superior rectus tendon. 0-5% plain bupivicaine (Marcaine) with 1500 units of hyaluronidase was used for all injections.
Cases of retrobulbar haemorrhage which occurred in this two-year period have been excluded from this report and are not listed as complications in Table II Adequate ocular akinesia with only a subconjunctival injection of bupivicaine 0 5% and hyaluronidase is perhaps surprising. The anaesthetic rapidly diffuses to the superior rectus and the horizontal recti muscles. Intraconal diffusion is possible, but it is likely to be delayed and to represent only a small proportion of the original volume of anaesthetic. The superior rectus bridle suture is an important factor in steadying the globe in the vertical plane, and the use of a 'one-handed' automated irrigation/aspiration system enables the edge of the section to be gripped with microforceps during cortex aspiration. Any residual movement is usually slight and in the horizontal plane, so that the surgeon can easily compensate for it.
This retrospective study supports the suggestion that consistently good results from extracapsular cataract extraction can be obtained without the use of retrobulbar anaesthesic injection.
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